The founding, role, and development of ILCOR
The International Liaison Committee on Resuscitation (ILCOR) is an interdisci plinary medical advisory group that has almost unparalleled global representation. It was conceived in February 1992 at the Fifth National Conference on Cardiopul monary Care in Dallas, Texas. The Ameri can Heart Association hosted the meeting, and through the generosity of that organi zation more than 25% of delegates came from outside the United States. They re presented 25 countries and 53 internation al organizations. Many of the individuals who participated had previously worked together to set up 'Utstein style' interna tional consensus statements for uniform reporting of data relating to outofhospi tal cardiac arrest, later expanded to cover other collaborative ventures. This experi ence greatly facilitated the discussions in Dallas. The decision to set up a perma nent group emerged during the discus sion of a session on International Issues chaired by Richard Cummins and Doug las Chamberlain. After the suggestion had been made, it was warmly endorsed by the meeting as a whole, and immediately seen as a means for setting common interna tional guidelines on cardiopulmonary re suscitation (CPR) and emergency cardi ac care (ECC). Representation was not re stricted to North America, Europe, and Australia but soon included multidisci plinary societies or councils from La tin America, Africa, and Asia. By 1999, re presentatives from China, Taiwan, Thai land, Japan, and Malaysia were welcomed to attend meetings. Few inhabited parts of the world do not have full representa tion or at least close links at the present time. The group was originally called sim ply the 'Liaison Committee on CPR' but Walter Kloek of South Africa later made the suggestion of the current title; others appreciated the link implied by the acro nym ILCOR to the concept of 'sick heart'! The first independent meeting of the Committee was held in England follow ing an ERC meeting, and the second after a congress in Vienna at which the formal mission statement was adopted: The first Advisory Statements (deliberate ly not 'guidelines') were published in 1997 in both Circulation and Resuscitation hav ing been prepared by three main work ing groups: Basic Life Support, chaired by Tony Handley (UK), Advanced Life Sup port, chaired by Walter Kloek (South ern Africa), and Paediatric Life Support, chaired by Vinay Nadkarni (USA). In ad dition, there was an advisory statement on special resuscitation situations published under the authorship of the members of ILCOR in general. The aim was to pro duce universal algorithms that could be used for practical guidance in the man agement of cardiac arrest. These were achieved by discussion and consensus within the working groups, rather than any formal review of published literature.
The rather informal nature of the working groups could not guarantee that recommendations were based on the best available evidence, rather than expert opinion. To address this, a much more structured approach was introduced from 1997 to 2000. This involved evidence based review and revision of the existing guidelines by experts using specially pre pared worksheets, evaluating current sci ence; levels of evidence were allotted to all new material. The process included two Evidence Evaluation Conferences in 1999, and a Guideline 2000 Conference in Dal las in February 2000. The resulting Con sensus on Science was prepared by an in ternational editorial board, and again published jointly in Circulation and Resuscitation that same year.
From 2000 onwards, ILCOR has met about twice a year, usually once in the US and once in one of the other member countries, often in association with a ma jor national resuscitation conference. The objective at that time was to publish rec ommendations every five years. Perma nent task forces were created to manage the process of evidence evaluation: basic life support; advanced life support; paedi atric life support; neonatal life support; acute coronary syndrome; interdisciplin ary [to cover overlapping topics and edu cation and later termed 'education, im plementation, and teams' (EIT)]. Two ad ditional topics, first aid and stroke, were not included as official ILCOR task forc es, but were run in parallel with the ev idencebased process by the American Red Cross and American Heart Associa tion respectively.
In addition to the 5yearly consensus process, ILCOR has published a number of 'consensus' , or 'advisory' statements on the use of hypothermia after cardiac ar rest ( The principle reason for a change in ti tle to 'Consensus' was the understanding that local factors must impact on practice; in matters of detail, what is appropriate in one part of the world is not necessarily exactly appropriate for another. Never theless, the objective that various nation al organizations should coordinate their own guidelines to fit with the timetable of ILCOR has been successful by and large, though inevitably variable delays occur before a new international consensus can translate into changes at a more local lev el. Sometimes, this is a 2stage process, as in the United Kingdom where guidelines set by the European Resuscitation Coun cil then have to pass down to the Resus citation Council (UK), though cooper ation and individuals being common to both ensure that publication can be near simultaneous.
The number of international experts has inevitably increased markedly. For the 2005 Consensus, a total of 281 experts completed 403 worksheets on 276 top ics, and for the 2010 update, 509 experts completed 569 worksheets on 277 topics.
Clearly, regular facetoface meetings are not practicable during the process of re viewing evidence, but final joint discus sions are held for those who can attend. In 2005, 249 experts, from 18 countries were able to meet in Dallas; for 2010, the numbers had risen to 313 experts from 30 countries.
Consensus statements must make re commendations that have an important impact on the pharmaceutical and de vice companies world wide. In 2004, IL COR introduced a rigorous conflict of in terest policy to manage 'any real or poten tial conflicts of interest in an open and ef fective manner' . Each worksheet author and attendee at conferences since then has had to complete a conflict of interest state ment and refer to this when giving a pre sentation. Two senior clinicians, one from the US and one from Europe, were tasked with ensuring that the ILCOR policy was adhered to, and were available to resolve any concerns or disagreements.
The current membership compris es: American Heart Association (AHA); European Resuscitation Council (ERC); Heart and Stroke Foundation of Cana da (HSFC); Australian and New Zealand Committee on Resuscitation (ANZCOR); Resuscitation Councils of Southern Afri ca (RCSA); InterAmerican Heart Foun dation (IAHF); Resuscitation Council of Asia (RCA -current members Japan, Ko rea, Singapore, Taiwan). At the early meet ings, Latin America had separate repre sentation (CLAR) but this became incor porated into IAHF.
The future of ILCOR seems secure. The need for such a group is fully recog nized internationally and its influence is considerable in all topics relating to resus citation and emergency cardiac care. No doubt it will continue to evolve. Many feel that the 5yearly intervals between major statements is inappropriately long given the pace at which new evidence unfolds. It may be that more frequent statements less widely based will be a recipe for the future. However its function may change, ILCOR is likely to remain a model of in ternational medical cooperation.
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